Study Design Retrospective case series. Objective StaXx XD (Spine Wave, Inc., Shelton, CT, United States) is an expandable polyaryl-ether-ether-ketone (PEEK) wafer implant utilized in the treatment of lumbar degenerative disease. PEEK implants have been successfully used as interbody devices. Few studies have focused on expandable PEEK devices. The aim of the current study is to determine the radiographic and clinical outcome of expandable PEEK cages utilized for transforaminal lumbar interbody fusion in patients with lumbar degenerative diseases. Methods Forty-nine patients who underwent lumbar interbody fusion with implantation of expandable PEEK cages and posterior instrumentation were included. The clinical outcome was evaluated using the visual analog scale (VAS) and the Oswestry Disability Index (ODI). Radiographic parameters including disk height, foraminal height, listhesis, local disk angle of the index level/levels, regional lumbar lordosis, and graft subsidence were measured preoperatively, postoperatively, and at latest follow-up. Results At an average follow-up of 19.3 months, the minimum clinically important difference for the ODI and VAS back, buttock, and leg were achieved in 64, 52, 58, and 52% of the patients, respectively. There was statistically significant improvement in VAS back (6.42 versus 3.11, p < 0.001), VAS buttock (4.66 versus 1.97, p ¼ 0.002), VAS leg (4.55 versus 1.96, p < 0.001), and ODI (21.7 versus 12.1, p < 0.001) scores. There was a significant increase in the average disk height (6.49 versus 8.18 mm, p ¼ 0.037) and foraminal height (15.6 versus 18.53 mm, p ¼ 0.0001), and a significant reduction in the listhesis (5.13 versus 3.15 mm, p ¼ 0.005). The subsidence of 0.66 mm (7.4%) observed at the latest follow-up was not significant (p ¼ 0.35). Conclusions Midterm results indicate that expandable PEEK spacers can effectively and durably restore disk and foraminal height and improve the outcome without significant subsidence.
Study Rationale and Context
Interbody cages are used in the surgical treatment of degenerative spinal disorders and allow for stabilization and indirect decompression of spinal structures.
1,2 Polyaryl-etherether-ketone (PEEK) implants have been associated with successful outcome. 3, 4 The StaXx XD (Spine Wave, Inc., Shelton, CT, United States) expandable device is a PEEK implant with the ability to be expanded in situ after implantation.
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Objective
The aim of the current study is to determine the radiographic and clinical outcome of expandable PEEK cages utilized for transforaminal lumbar interbody fusion in patients with lumbar degenerative diseases.
Methods Study Design
Retrospective case series. The study was approved by the institutional review board. All surgical devices used in this study are approved by the U.S. Food and Drug Administration.
Inclusion Criteria
Patients aged 18 years and older with lumbar spinal disease treated by lumbar interbody fusion using expandable PEEK cages and posterior instrumentation. There are various indications for performing an interbody fusion. The most important include mechanical low back pain and radicular pain associated with spondylolisthesis, recurrent disk herniations, severe discogenic low back pain caused by degenerative disk disease (DDD), postlaminectomy instability, malalignment, trauma, and treatment of pseudarthrosis.
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Exclusion Criteria
Tumor pathology.
Patient Population
According to the inclusion and exclusion criteria, all patients who underwent lumbar interbody fusion using expandable PEEK cages and posterior instrumentation between 2009 and 2011 were included. The total number of patients included in the study was equal to the total number of cases treated during the time interval for the same disease states, because no patients with tumor pathology (the exclusion criteria) were treated with expandable cages within the study period. All patients had radiographic and/or clinical outcome data.
Surgical Technique
After decompression of the spinal pathology, a diskectomy was performed using pituitary rongeurs and shavers. The end plates were carefully prepared and then the bone graft or substitute and an expandable StaXx XD PEEK cage were inserted. The implant has no graft chamber and the bone graft needs to be placed surrounding the cage. The PEEK cage is 7 mm in the collapsed state when inserted and can be expanded in situ (►Fig. 1) to an appropriate height with distraction of the disk space, up to 15 mm. The final height was determined based on the adjacent disk levels as well as based on the manual resistance experienced during delivery of the individual wafers. Posterior instrumentation was then inserted using the standard techniques. Various bone graft substitutes or expanders were used for fusion. In the open procedures, a posterolateral fusion was performed in addition to the interbody fusion. In minimally invasive cases, only an interbody fusion was performed.
Outcome
The demographic and perioperative data was recorded. The radiographic parameters including the disk height, left/right foraminal height, listhesis, local disk angle at the index level/ levels, and regional lumbar lordosis were measured preoperatively, immediately postoperatively, and at the latest followup. Disk height and local disk angle were defined as the distance and the angle between the end plates immediately above and below the referenced levels of index on the lateral plane. Both anterior and posterior disk heights were measured and an average was then made. Foraminal height was defined as the distance between the inferior border of the immediate rostral pedicle and the superior border of the immediate caudal pedicle. Regional lumbar lordosis was defined as the angle between the superior end plate of L1 and the superior end plate of S1 on the lateral plane. Subsidence was defined as the difference between the average disk height on the postoperative versus the latest follow-up imaging, and listhesis as the extent of displacement of a vertebra in relation to the vertebrae below (►Fig. 2). Radiographic fusion was defined by the presence of bony bridging across the intervertebral space on computed tomography (CT) imaging or as less than 4 degrees of motion on dynamic radiographs. CT scans were the preferred imaging module for our fusion evaluation; however, in the cases where CT scans were not available, alternatively dynamic flexion-extension radiographs were assessed. Fusion was evaluated by a board certified neuroradiologist. Clinical outcomes were evaluated preoperatively and at latest follow-up using the visual analog scale (VAS) for back, buttock, and leg pain, as well as the Oswestry Disability Index (ODI). The mean follow-up was 19.3 AE 6.37 months.
Analysis
Both the clinical and radiographic outcomes were analyzed using Student paired sample t test. Descriptive statistics were used for the patient demographics and data. Statistical analyses were conducted in SPSS (PASW) Version 18.0 (SPSS Inc., Chicago, Illinois, United States).
Results
Based on the inclusion and exclusion criteria, all 49 patients who underwent lumbar interbody fusion using expandable StaXx XD PEEK spacer and bilateral pedicle screw instrumentation between 2009 and 2011 were eligible for inclusion. All met the pathology criteria, and there were no cases with tumor. Of the patients, 72% had minimally invasive Clinical outcome was available in 92% of the cases. At an average follow-up of 19.3 AE 6.37 months, there was significant improvement in all clinical outcome parameters. Minimum clinically important difference (MCID) was defined as a change of 12 points in the ODI and change of 3 points for the VAS.
7-11 MCID for the ODI and VAS back, buttock, and leg were achieved in 64, 52, 58, and 52% of the patients, respectively. Radiographic outcome was available in 82% of the patients. The subsidence from postoperative values to the latest of 0.66 mm (7.4%) was not statistically significant. The fusion rate and the complications are presented in ►Tables 6 and 7, respectively. Fusion was evaluated using CT scans in 85% of the patients with radiographic outcome, and it was evaluated by dynamic flexion-extension radiographs in the remaining 15%. Compared with silicate calcium phosphate (Si-CaP) as a graft material, combined use of Si-CaP and bone morphogenic protein resulted in a statistically higher fusion rate. Similarly, statistically higher fusion rates were observed with a combination of Si-CaP and autograft and/or demineralized bone matrix. No patients were completely lost to follow-up. The majority of patients had both clinical and radiographic results available. The few patients who did not have clinical results available had radiographic results, and similarly those few who lacked radiographic results had clinical results. We compared single-level cases with multilevel cases (radiographic and clinical outcome). In clinical parameters, interestingly last follow-up ODI, VAS buttock, and VAS leg were lower in multilevel cases (ODI 5.0 versus 13.3, p ¼ 0.02; VAS buttock 0.0 versus 1.9, p ¼ 0.002; VAS leg 0.16 versus 1.9, p ¼ 0.006). VAS back and fusion were similar in the two groups. The observed difference could be attributed partially to the small size of the study group, requiring caution when interpreting the results. At a minimum, the comparisons showed that the outcome was not worse in multilevel cases. The only radiographic parameter that was found to be different between the two groups was the last follow-up was foraminal height, which was higher in single-level cases (18.7 AE 2.86 versus 13.3 AE 4.2, p ¼ 0.006). Other radiographic parameters were similar.
There were no statistically significant differences between the primary and secondary surgeries in the radiographic outcome and/or fusion rate. Neither were there significant differences between MIS TLIF and other open procedures in the same parameters. Bilateral cage implantation in open revision cases resulted in a significantly greater improvement in the foraminal height at the latest follow-up (p ¼ 0.028) and also showed a tendency toward better improvement in regional lumbar lordosis (p ¼ 0.058).
Different expandable cages used for TLIF and their specific characteristics are summarized in ►Table 8.
Discussion
Subsidence is a concern with utilization of expandable cages; it is partially attributable to the small footplate and overdistraction of the device.
12-14 Other factors implied to have an impact on the subsidence include position of the cage, spinal region, bone mineral density, and the underlying diagnosis. [13] [14] [15] [16] Subsidence can potentially result in a loss of decompression of the spinal elements and loss of lordosis. Supplementation with pedicle screws minimizes subsidence and results in a better outcome. 13, 14 On the other hand, the study of Yao et al suggested that the development of subsidence is not necessarily associated with a worse outcome.
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We did not see significant subsidence over time, and no correlation was found between cage expansion and the degree of subsidence. Our other radiographic findings showed statistically significant improvement in the disk height and foraminal height, as well as the extent of listhesis but a nonsignificant change in the local disk angle and/or the regional lumbar lordosis. The fusion rate in our study was lower compared with previously published studies, in part probably due to utilization of different graft materials; nonetheless, no relationships were found between the fusion rates and the clinical outcome. Despite the low fusion rate, the patients were doing clinically well, which suggests that the nonsatisfactory radiographic fusion outcomes may not necessarily lead to unfavorable clinical outcomes. There were four cases of reoperation at the index level (8.1%), three of which were due to nonunion. The indication for the other reoperation was adjacent-level disease. In our experience, the main advantage of expandable cages is that they allow insertion of a cage without retraction or with only minimal retraction of the thecal sac and nerve root, with little risk of nerve injury and facilitating MIS TLIF.
Finally, several limitations exist in the current study. It is a retrospective study of the clinical and radiographic outcome of PEEK expandable spacers. There is no control group in the study for comparison. Given that by the inclusion criteria, all patients should have been treated by expandable PEEK cages and posterior instrumentation, blinded assessment was not applicable to the current study. The lack of prospective randomization into intervention and control groups reduces the level of the evidence. The other main limitation of the study is the wide heterogeneity of the patient population, various diagnoses, and different procedures. The observed outcome in our patients may partially be attributed to and biased by confounding factors such as demographics, diagnoses, and/or procedures. In addition, given the heterogeneity of the study population and small number of cases, there is no sufficient statistical power in the current study to perform a full analysis of the data. In addition, unavailability of the latest follow-up CT scan studies for all patients and utilization of X- However, the local disk angle and regional lumbar lordosis were not significantly changed. NS, not significant. 
Conclusion
The expandable PEEK implant is an effective device for interbody distraction, with durable restoration of the disk height and the foraminal height at an average follow-up of over 1 year with significant improvements in both pain and functional scores. Subsidence was minimal. 
Editorial Perspective
The reviewers accepted this retrospective study by Alimi et al in recognition of the efforts of the authors to focus on clinical outcomes in addition to the more customary radiographic and surgical results reporting. The implant in question is a novel device that allows the surgeon to adapt the implant height to a desirable dimension within the disk space to facilitate vertebral segment reduction and improve alignment-all in the hope to decrease perioperative morbidity while improving patient outcomes. From a device standpoint, the main questions related to the introduction of a new interbody fusion technique mainly revolve around the question of intrinsic device durability, postimplantation stability, subsidence of the device into the end plates, and eventual fusion rates. Of course, the factors of perioperative complications and reoperation rates are relevant. Patient-reported outcomes include a pain scale, a functional outcomes tool, and some form of reporting of opiate and muscle relaxant use. Similarly, duration of follow-up and radiographic methods to rate fusion are contentious issues and are rightfully subject to criticism due to vagaries of analytic methods used-such as was the case in this article. EBSJ has chosen to present this article as an example for reporting on early experiences with a new device. Ideally, authors presenting a new technology report on their experiences in a prospective fashion with a preplanned data set being collected and a denominator being monitored for comparison sake. Retrospective studies inherently hold a strong potential for observer bias and likely underreport complications, usually without intent.
From a methodological point of view, the reviewers point out inconsistent use of approach and bone-grafting techniques as an additional variable. The authors received praise from the EBSJ reviewers for reporting the MCID relative to their intervention. The question of what constitutes a meaningful improvement in patient well-being following interventions has become an increasingly requested measure of success. For instance, the MCID relative to the ODI is not a fixed number and is dependent upon the baseline scores. It is also affected by patient comorbidities and the types of interventions used.
1 For instance, a hypothetical change from a patient with a high disability score of 90 to 80 might be more readily attainable than a jump from an ODI score of 10 to 0 with no disability reported. Beyond this kind of a ceiling or floor effect associated with many scales, the study of comparative responsiveness of subjects remains a fascinating insight into human nature and our attempts to gather scientifically meaningful insights from it. 2 The discussion of how to calculate an MCID is ongoing and not easily resolved here, but the editors and reviewers of EBSJ invite readers to study this subject further by reading the reference articles listed below. The results reported by Alimi and colleagues are certainly encouraging and will hopefully prompt increased attention of clinical investigators to collect patient-reported outcomes and compare their results to better understand why we do what we do and how we can improve our care continuously. 
